E. W., male, aged 7, was admitted to hospital in August 1932 with a history of repeated attacks of abdominal pain for a period of two years, and intermittent passage of pale loose stools. For the months there had been increasing pigmentation of the skin of the face, trunk, and limbs. There had been considerable loss of weight.
Condition on admission.-Markedly asthenic; severe anemia, red count less than 2,000,000 per c.mm., hbemoglobin 30-40%. Colour index al little below 1. Slight leucopenia. Spleen enlarged two fingerbreadths below costal margin. There was a considerable degree of deposition of dark brown pigment in the skin of the face and limbs and to a lesser degree in that of the trunk. Systolic blood-pressure 90-105 mm. Free hydrochloric acid in gastric juice. Wassermann reaction negative. Stools normal.
In October 1932 the stools became loose and pale in colour, and remained so for a year. Chemical examination of the stool (October 1932) showed a total fat content of 66% (94% split and 6% unsplit). A diagnosis of cceliac disease with a complicating ana3mia was made. The pigmentation was unexplained. Iron and liver were given for many months, but there was a poor response.
Since discharge the child had been fairly well, until he was readmitted to hospital in March 1936, on account of cough and fever.
On examination.-Dullness over left lower lobe, distant tubular breathing and intense whispering pectoriloquy. Abdomen tumid and rather doughy to palpation. Liver just palpable and tip of spleen felt. No ascites. Pigmentation of skin of hands, feet, and face was present. Systolic blood-pressure 100. Dr. H. S. STANNUS said that the distribution of the pigmentaticn as shown in the photograph of this case was not unlike that seen in pellagra. It would be of interest to know whether in the earlier history theie had been anything in the nature of a dermatitis, any hyperkeratosis or desquamation; also whether a biopsy of skin had been made.
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